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Type carefully! Change requests cannot be returned for corrections, so if you make an error, you will
need to start over and submit a new request.

A quick guide is available at https://www.colorado.gov/pacific/hcpf/prov-maintenance

Policy & Financing

IMPORTANT: Update your practice site information!

Have you changed practice sites since you first enrolled as a Health
First Colorado provider? Has it been a while since you updated your
mailing address? If you suspect that your information is out of date,
take a few minutes to submit an online Provider Maintenance request.

The DUR team mails educational letters to individual prescribers. These

retrospective DUR letters are member-specific. They contain information
about potential opportunities to maximize safe medication use and help you
avoid common problems related to drug therapy. If your mailing address is

out of date, you’re missing out on these customized communications!

After you complete your address change request you will receive a 6-digit
tracking number (ATN). Once approved, the new address will show up in

your account. The full process may take up to four weeks.

Address Changes

Click Address Changes, then click on the + next to the address being changed.

Changes

Changes

The provider addresses identify the location where a provider renders services, as well as locations that are
Address used for billing and payment. At least one address must be selected as the primary address.

All Providers must enter a Service Location, Billing, and Malling address.

v ' Click "+" to view or update the details in a row. Click “-" to collapse the row. To add a new row, enter all the
! requ:red fnelds and chck the “Add” button. Click "Remove" to remove the entire row.
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Other Information H Service Location 123 Fake Street DENVER Colorado

And while you’re updating address information...

Keep in mind that information associated with your National Provider
N P I Identifier (NPI) also needs to stay current. Update your NPI address and
profile at https://nppes.cms.hhs.gov/#/



https://urldefense.proofpoint.com/v2/url?u=https-3A__www.colorado.gov_pacific_hcpf_prov-2Dmaintenance&d=DwMFaQ&c=sdnEM9SRGFuMt5z5w3AhsPNahmNicq64TgF1JwNR0cs&r=cu99eFRDTa17WyQA-89_L_BgyzcioVu6HSv2s4IEiBg&m=sY119ZMt52IkZKUm-Xknh94Oc5XkwuJR4wKFsDJ7egw&s=rnuQUt-35KLLT9hc2_2ab8n44Nic8Xbtu-OsU5GsBVY&e=
https://nppes.cms.hhs.gov/#/
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My initial Prior Authorization (PA) request was denied. What happens next?

Providers may use the Prior Authorization process to request that Health First Colorado cover a drug
not listed on the Preferred Drug List or the Appendix P of the Preferred Drug List.

While it may seem intuitive that the next step is an appeal, that is often not the case. The
intermediary step of expanded review allows prescribers to provide additional documentation to

support their initial requests. The final step in the process, when necessary, is a written appeal to
Health First Colorado's Pharmacy Benefits section to request further review.

A 3-step process

PRIOR AUTHORIZATION EXPANDED REVIEW . APPEALS PROCESS

LR L 2T Provider may re-submit with If expanded review request is

denied when DUR criteria are
not met

Py e ba e e e . additional documentation to denied, provider may appeal

support the request the decision in writing

Members of the Colorado Drug Utilization (DUR) Board

The DUR Board (4 physicians, 4 pharmacists and 1 industry representative) serves in an advisory capacity and
meets quarterly in February, May, August and November. More information is available
on the DUR Board page at https://hcpf.colorado.gov/drug-utilization-review-board.

Thank you, Board members, for your service to the State of Colorado

Liza Claus, PharmD, MPH (Chair) Todd Brubaker, DO Lyle Laird, PharmD, BCPP
Alison Shmerling, MD, MPH (Vice Chair) Brian Jackson, MD, MA Patricia Lanius, BSPharm, MHA
Miroslav Anguelov, PharmD, BCPS Shilpa Klocke, PharmD, BCPS  Scott VanEyk, MD

*NEW?* Prescriber Tool for Health First Colorado (Colorado’s Medicaid program)

The Health First Colorado Prescriber Tool is a platform accessible to prescribers through most electronic
health record (EHR) systems.

The goals of the Prescriber Tool project are to:

. L) 2 .
e help improve health outcomes 5 deor iy
e reduce administrative burdens for prescribers
e better manage prescription drug costs -

The Prescriber Tool provides patient-specific information to prescribers at the point of care. The opioid risk
mitigation module was implemented January 1, 2021 in collaboration with OpiSafe. This module provides easy
access to PDMP data, tools for evidence-based treatment and overdose prevention, and identification of Opioid
Use Disorder (OUD). Each prescriber must have an individual license to access the opioid risk module. Each
license will provide prescribers with access to information for all their patients, including those not
covered by Health First Colorado. For more information on how to purchase a license, go to Opisafe.com.

The affordability module implemented on June 1, 2021 allows for electronic submission of Rx’s and
prior authorization requests, plus real time patient-specific pharmacy benefit information. This
module was implemented in collaboration with Surescripts and Cover My Meds. If your EHR system already
has a connection to Surescripts and Cover My Meds, there will likely be no additional costs to providers.
For more information on how to access these functionalities, contact your EHR vendor.



https://hcpf.colorado.gov/pharmacy-resources#PDL
https://hcpf.colorado.gov/pharmacy-resources#PDLP
https://hcpf.colorado.gov/drug-utilization-review-board
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DUR Board Meeting
PDL Topics

Non-Opioid Analgesics
Short-Acting Opioids
Fentanyl Preparations
Long-Acting Opioids
Angiotensin Modulators & Combos

Acne Agents

Topical Antineoplastics
Rosacea Agents

Phosphate Binders

Respiratory Inhalants
Tetracyclines
Skeletal Muscle Relaxants

Topical Immunomodulators

Androgenic Agents

Newer Generation Antihistamines

DUR Board Member Spotlight

by Juliana Gassmann, PharmD Candidate, DUR Intern

Miroslav Anguelov, PharmD, BCPS

Dr. Miro Anguelov joined the DUR team as a
board member in February of 2020. He
completed his undergraduate and PharmD
degrees at Butler University in Indianapolis.

Following graduation from pharmacy
school, he completed a general PGY1
residency, followed by a PGY2 residency in
ambulatory care. Miro is a board certified
pharmacotherapy specialist (BCPS).

His current role as Lead Clinical Pharmacist
for the Medication Access and Renewal
Center at UC Health allows Dr. Anguelov to
work behind the scenes to help patients
gain access to a variety of specialty
medications through an understanding and
evolving knowledge of the many regulations
and steps involved in gaining access to
limited distribution drugs. He enjoys
working outside the box of a nhormal clinical
pharmacist role to help his patients gain
access to specialty medications while also
helping to bridge transitions of care
throughout the course of a patient’s
disease.

Dr. Anguelov has a calling for public service
and enjoys providing the lens of specialty
pharmacy practice to the DUR board. He is
most excited about being able to meet face
to face with his colleagues next year at
Board meetings. Outside of work, Miro
enjoys skiing, biking, hiking as well as
gardening cherry tomatoes and peppers.
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February 2021

) DUR Board Meeting
DUR Board Member Spotlight

by Jacob Rasmussen, PharmD Candidate, DUR Intern PDL TOpICS
Neurocognitive Disorder Agents

Todd Brubaker, DO | Insulins 1

| Lipotropics |
Dr. Todd Brubaker is a Pediatric Hospitalist ! Cardiovascular Agents |
at Children’s Hospital Colorado - Colorado | Leukotriene Modifiers |
Springs and is also a member of the | Topical Steroids |
Colorado Springs Values in Inpatient | Growth Hormone Products |
Pediatrics (VIP) Network Committee. : blls ce it

|

Multiple Sclerosis Agents
Immune Globulins

Originally from Altoona, lowa, Dr. Brubaker

is a die-hard lowa State fan. Go Cyclones! " Anti-Migraine Agents - CGRPis
He earned his Doctor of Osteopathic Anti-Parkinson's Agents
Medicine degree from the Kirksville College Atypical Antipsychotic Agents
of Osteopathic Medicine in Missouri, the " Sedative Hypnotics

founding college of osteopathic medicine. Anxiolytics
Intranasal Rhinitis Agents
Hemorrhoidal & Anorectal Agents
Ophthamics

Dr. Brubaker had a prior career as a civil
environmental engineer for projects up and
down the front range. He worked on federal
Superfund sites in Fort Collins as a field
engineer and was an environmental
engineer at the Metro Wastewater
Reclamation District in Denver. His o /
engineering experiences, combined with his
training in pediatrics, allowed him to
become a pediatric environmental health
physician and become involved in the start
of the State of Nebraska Childhood Lead
Poisoning Prevention Program. Dr. Brubaker
has a wide range of pediatric medicine
experiences in rural, outpatient, inpatient,
and environmental settings.

Statins & Statin Combinations
Lithium Agents

https://www.colorado.gov/hcpf/pharmacy

-resources#PDL
Together with his wife and two children,
Dr. Brubaker loves everything outdoors—

as most Coloradans do—including biking,

hiking, climbing, hunting and fly fishing. He https://hcpf.colorado.gov/sites/hcpf/files/07-
hopes to bring a pediatric voice to the DUR 01-21%20PDLv2.pdf

Board as the team works together to
optimize healthcare utilization for all
Health First Colorado members.



https://www.colorado.gov/hcpf/pharmacy-resources#PDL
https://www.colorado.gov/hcpf/pharmacy-resources#PDL
https://www.colorado.gov/hcpf/pharmacy-resources#PDL
https://www.colorado.gov/hcpf/pharmacy-resources#PDL
https://hcpf.colorado.gov/sites/hcpf/files/07-01-21%20PDLv2.pdf
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DID YOU KNOW...that SGLT2 Inhibitors Offer Renal Protection?

Since 2015, ten randomized clinical trials assessed the cardiovascular safety of sodium-glucose
cotransporter 2 (SGLT2) inhibitors, and then their potential renal and cardiovascular benefits of these
drugs in over 88,000 patients. The results of Empagliflozin Cardiovascular Outcome Event Trial in
Type 2 Diabetes Mellitus Patients (EMPAREG Outcome) showed major renal and cardiovascular
protection which was completely unexpected. While not completely understood, the potential
mechanisms appear to be largely independent of glycemic control and may be related to reduction
in intraglomerular pressure, intrarenal renin-angiotensin-aldosterone system (RAAS) activity,
inflammatory biomarkers, and renal hypoxia. These potential benefits translate into glomerular
filtration rate (GFR) preservation as well as a reduction in blood pressure, tubular and glomerular
damage, albuminuria, and ischemic renal damage.'

The first landmark trial highlighting the potential renal benefits of these agents was the Canagliflozin
and Renal Events in Diabetes with Established Nephropathy Clinical Evaluation (CREDENCE) study.?3
In this double-blind, randomized trial, 4401 patients with type 2 diabetes and albuminuric chronic
kidney disease (CKD) were assigned to either canagliflozin 100 mg po twice daily or placebo. Patients
with advanced CKD (estimated GFR, < 30 ml/min) were excluded, but all patients had proteinuria
(>300 mg/g) and were receiving RAAS blockage. The primary outcome was progression to end-stage
kidney disease (dialysis, transplantation, or eGFR of <15 mL/min), doubling of the creatinine level
from baseline, or death from renal or cardiovascular causes. With a mean follow-up of 2.5 years, the
CREDENCE trial was stopped early as the risk of the primary outcome was 30% lower in the
canagliflozin group compared with the placebo group (p=0.00001).

Since CREDENCE, a series of large clinical trials evaluating the effects on CKD
and cardiovascular outcomes have been published. In addition to the CREDENCE
trial, several others have looked at SGLT2 agents such as Dapagliflozin and
Prevention of Adverse Outcomes in Chronic Kidney Disease (DAPA-CKD),
Empagliflozin Outcome Trial in Patients with Chronic Heart Failure (EMPEROR-
Reduced), and Evaluation of Ertugliflozin Efficacy and Safety Cardiovascular
Outcomes (VERTIS CV) Trials.

In the DAPA-CKD trial, over 4000 patients with an eGFR between 25 and 75 ml/min and greater than
200 mg/g of albuminuria were assigned to receive either placebo or dapagliflozin 10 mg twice daily.
The primary renal outcome was a decline in the eGFR of at least 50%, end-stage kidney disease, or
death from renal or cardiovascular causes.* As with CREDENCE, this study was also stopped early
because of significant efficacy noted in the dapagliflozin arm. During a mean follow-up of 2.4 years,
9.2% of patients in the dapagliflozin group and 14.5% of patients in the placebo group had a primary
outcome event which equated to a 39% reduction in the renal outcome with dapagliflozin (p <0.001).
Adverse events rates were similar in both groups.

When taking into account the totality of the published data, some salient points become evident. The
SGLT2 inhibitors can lower all-cause mortality, cardiovascular mortality, nonfatal myocardial
infarction, and renal related outcomes. Additionally, this class of drugs can also reduce mortality
and admission to the hospital for heart failure, as well as readmission for heart failure with reduced
ejection fraction. To this end, the Health First Colorado Preferred Drug List covers SGLT2 inhibitors
with the most robust data: empagliflozin, canagliflozin , and dapagliflozin.
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DON’T FORGET THE NALOXONE

A Summary of Findings from a Clinical Module Characterizing Naloxone Use within
Health First Colorado Members Prescribed Opioids

Opioid misuse and overdose continue to be a major public health crisis. Today Americans have a
greater chance of dying from a drug overdose than from a motor vehicle accident.! On average, 130
Americans die each day from an opioid overdose, which includes prescription opioids and illegal
opioids such as heroin and illicitly manufactured fentanyl.Z Since 2000, the death rate attributed to
opioid overdose increased by 200%.3 From 1999 to 2017, almost 400,000 people died from an opioid
overdose, with more than 200,000 deaths attributed to prescription opioids in this time period.?3

The most common medications involved in prescription opioid overdose deaths include methadone,
oxycodone, and hydrocodone.# In addition, life expectancy in the United States has continued to
decrease; a child born in 2017 is now expected to live to be age 78.6 years.> This decline, in part,
can be attributed to increasing deaths from drug overdose.®

Naloxone Rx Status for Health First Colorade members

at High Risk of Opioid Overdose The Substance Abuse and Mental Health Services
Administration provides five strategies to help prevent
overdose deaths, and pharmacists are in a unique position
to play a vital role in each of these.” Community
pharmacies dispense close to 250 million prescription
opioids each year.® In addition to screening for opioid
misuse using state Prescription Drug Monitoring Programs
and discussing opioid-related risks with patients,
pharmacists are in a position to identify patients who may
be at risk for overdose and promote the use of the
lifesaving drug naloxone.

With naloxone claim

‘ Without naloxone claim ‘

Community-based and public health organizations have established overdose education and
naloxone distribution programs to help prevent opioid-overdose fatalities by providing prevention
services to laypersons who might witness an overdose. This program was started in Chicago in the
late 1990s and has expanded to more than 130 programs throughout the U.S.? Acknowledging the
benefit and success of such programs in reducing fatal overdoses, there have been a number of
initiatives to allow for the distribution of naloxone beyond the traditional prescription. All 50 states
and the District of Columbia have passed legislation increasing naloxone access.'® These new laws
extend access to laypersons by expanding who can receive naloxone beyond those directly at risk of
an overdose; by allowing for the distribution of naloxone beyond pharmacists; and by simplifying
the process of obtaining naloxone.

To this end, on July 23, 2020 the U.S. Food and Drug Administration recommended in a Drug Safety
Communication that labeling for opioid pain medicine and medicine to treat opioid use disorder be
updated to recommend that as a routine part of prescribing these medicines, health care
professionals should discuss the availability of naloxone with patients and caregivers, both when
beginning and renewing treatment.'%'3 Based on these recommendations, we evaluated overall
prescribing of naloxone in conjunction with those members enrolled in Health First Colorado who
were receiving opiates stratified by morphine milligram equivalent (MME) and high-risk for opiate
overdose. Additionally, we evaluated this objective pre- and post- release of the FDA Drug Safety
Communication regarding increased access to naloxone and expanded education regarding its use.
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DON’T FORGET THE NALOXONE, continued

While utilization of naloxone in members receiving opiates has increased within the state, the
percentage of members who truly warrant the drug (e.g., high risk for opiate overdose or morphine
milligram equivalent (MME) >120 mg) remains low. A total of 46,173 members were identified as
having filled an opioid between July 1, 2020 and September 30, 2020. From this cohort, 3,474 (7.5%)
also had a naloxone fill within the lookback or study period. The majority of naloxone was prescribed
by a professional other than a pharmacist (78%), typically occurred prior to filling the opiate (75%),
and in the setting of an MME of 0-120 mg (65%). Based on our definition of high-risk members for
opioid overdose, 73,820 members were identified and of these members only 6.9% filled
naloxone within the lookback or study period.

Pharmacists in the community are ideally situated to counsel members about opiate antagonists and
offer to dispense naloxone. Colorado Senate Bill 21-011, signed into law June 4, 2021, will require
pharmacists in our state to offer to prescribe naloxone for all opioid prescriptions > 90 MME or if the
patient has a concomitant prescription for a benzodiazepine, carisoprodol, gabapentin, tramadol, or
a sedative-hypnotic. This new law takes effect in September 2021.

If you have questions regarding current policy surrounding prescribing naloxone, please refer to this
website from the Colorado Department of Public Health and Environment:

https://cdphe.colorado.gov/prevention-and-wellness/injury-prevention/overdose-prevention/naloxone-
standing-order

When prescribing opiates, DON’T FORGET THE NALOXONE

AVOID OPIATES IN THE TREATMENT OF MIGRAINE: Opioid Utilization Among Health
First Colorado Members with Migraine or Episodic Cluster Headaches

Migraine, a highly prevalent chronic neurologic disease, typically
manifests with episodic attacks of pain associated with other
incapacitating symptoms, such as nausea, allodynia, photophobia
and phonophobia."2 The second-highest specific cause of disability
worldwide,> migraine produces substantial individual, familial,
economic, and societal burdens.4¢ Management of migraine includes
acute and preventive medication, as well as nonpharmacologic
approaches.

The goals of acute treatment include rapid resolution of pain and associated symptoms without
recurrence, side effects, and the need for backup or rescue medications.” Practice guidelines do
not recommend opioids for treating migraine except under limited circumstances. However, a
substantial proportion of individuals use opioids for acute treatment of migraine.”'2 In the American
Migraine Prevalence and Prevention (AMPP) study, approximately 30% of community-residing
respondents reported opioid use for migraine.? In the emergency department (ED), 59% of visits for
migraine involved opioid administration or prescription. 10

Despite the potential for short-term benefits, opioids are associated with only modest initial
efficacy, increased risk for migraine chronification,-7 and potential for misuse, abuse, and
dependence.?'8 Additionally, opioids are pro-nociceptive, and result in a cascade of harmful
pathophysiologic changes. These molecular, cellular, and chemical alterations, in turn, cause
adverse clinical consequences. And the sequelae to opioid use in migraine impact not just patients,
but the society as a whole. For all of these reasons, opioids should be avoided in the treatment of
migraine, both acutely and chronically. To this end, the Colorado Evidenced-Based Drug Utilization
team evaluated whether this is a utilization issue for our members.



https://cdphe.colorado.gov/prevention-and-wellness/injury-prevention/overdose-prevention/naloxone-standing-order
https://cdphe.colorado.gov/prevention-and-wellness/injury-prevention/overdose-prevention/naloxone-standing-order

| DRUG UTILIZATION REVIEW (DUR) NEWSLETTER — SUMMER 2021 Page 8

AVOID OPIATES IN THE TREATMENT OF MIGRAINE, continued

We identified 23,863 members with a migraine (n=23,750) or episodic cluster headache (ECH)
(n=113) diagnosis from April 1, 2019 - March 31, 2021, with no history of cancer or sickle cell disease,
no opioid fills during the six months prior to their earliest headache diagnosis, and at least six
months of enrollment prior to and following their index migraine/ECH diagnosis. From this cohort,
we found 3,024 members (2,790 adult members, 234 pediatric members) with a migraine or ECH
diagnosis who had at least one opioid fill during the 180 days following their index migraine/ECH
diagnosis.

Overall, an opioid fill was associated with significantly higher odds of having also filled a
prophylactic migraine medication before and after migraine diagnosis, as well as abortive therapy
when compared with those members without an opioid fill. Independent of when the member’s
migraine was diagnosed, an opioid fill was associated with a significantly higher odds of an all-cause
emergency department visits and all-cause inpatient admissions for both adult and pediatric
members when compared to members who did not fill an opioid. On a positive note, we found a
significant downward trend in number of members filling an opioid, by headache diagnosis, before
and after the emergence of SARS-CoV-2.

Compared to estimates in the literature, the percentage of adult Health First Colorado members
who filled an opioid at any time and had a migraine diagnosis was lower than the national average
(28% vs 30%, respectively); however, we believe this estimate could be lower. The Department will
be evaluating these findings and will be developing polices to remind providers that OPIATES SHOULD
BE AVOIDED IN THE TREATMENT OF MIGRAINE.

Our mission is to improve health care equity, access and outcomes for the people we serve &~ & "%,
while saving Coloradans money on health care and driving value for Colorado. |~ 0
https://hcpf.colorado.gov N
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